2.0 Cardiac Risk Assessment Information (Enter/Edit)

The Surgical Clinical Nurse Reviewer uses this option to create a new risk assessment for a
cardiac patient. Cardiac cases are evaluated differently from non-cardiac cases and the prompts
are different. Thisoption is aso used to make changes to an assessment that has already been
entered.

The example below demonstrates how to create a new risk assessment for cardiac patients and
how to use the following sub-option menu.

CLIN  Clinical Information (Enter/Edit)

CATH Enter Cardiac Catheterization & Angiographic Data
OoP Operative Risk Summary Data (Enter/Edit)

CARD Cardiac Procedures Requiring CPB (Enter/Edit)

10 Intraoperative Occurrences (Enter/Edit)
PO Postoperative Occurrences (Enter/Edit)

R Resource Data

U Update Assessment Status to ‘ COMPLETE’

These eight sub-options are used for entering more in-depth data for a case. Sections 2.1 through
2.8 of this chapter describe each of the sub-options.

How to Create a New Risk Assessment
1. First enter apatient name. If the patient has any previous assessments, they will be
displayed. An asterisk (*) indicates a cardiac case. A choiceis presented to create a
new assessment or to edit one of the previously entered assessments. (For a
description of editing features, see the end of this chapter.)

2. Choose the operation to report on, then respond Y es to the prompt, “ Are you sure that
you want to create a Risk Assessment for this surgical case?’. Answer Yes (or press
the Return key to accept the Y es default) to get to any of the sub-options. If No isthe
response, the case created in step 1 will not be considered an assessment, although it
can appear on some lists, and the computer will return to the “ Select Patient” prompt.

3. The screen will clear and present the sub-options menu. Select a sub-option now to
enter more in-depth information for the case, or press the Return key to return to the
main menu.
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Example: Creating A New Risk Assessment (Cardiac)

Sel ect Surgery Risk Assessnment Menu Qption: C Cardiac Risk Assessnment |nformation

(Enter/Edit)

Sel ect Patient: DOE, BUTCH 03-03-45

DOE, BUTCH 333-22-1212

1. ---- CREATE NEW ASSESSMENT

Sel ect Surgical Case: 1

DCE, BUTCH  333-22-1212
1. 01-18-95 CORONARY ARTERY BYPASS ( COMPLETED)

2. 06-18-93 | NGUI NAL HERNI A ( COVPLETED)

Sel ect Operation: 1

333221212

NSC VETERAN

Are you sure that you want to create a R sk Assessnment for this surgical

case ? VYES// <RET>
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2.1 Clinical Information (Enter/Edit)

This sub-option is used to enter the clinical information required for a cardiac risk assessment.
The computer will present one page with a prompt at the bottom to select one or more itemsto
edit. If it is not necessary to edit any items on the page, press the Return key to proceed to

another option.

About the* Select Clinical Information to Edit” prompt
At this prompt, enter the item number to be edited. Enter A, for All, to respond to every item on
the page, or enter arange of numbers separated by a colon (:) to respond to arange of items.

After the information is entered or edited, the terminal display screen will clear and present a
summary. The summary organizes the information entered and gives another opportunity to enter
or edit data. If assistance is needed while interacting with the software, enter one or two question

marks to receive on-line help.

Example: Enter Clinical Information

Sel ect Cardi ac Ri sk Assessnent |Information (Enter/Edit) Option: CLIN dinical

I nformation (Enter/Edit)

HONEYCUTT, B. J.
JUN 18, 1997

(321- 98- 4352)

Case #60183
CORONARY ARTERY BYPASS (33510)

1. Height:

2. Weight:

3. Diabetes:

4. COPD:

5. FEV1:

6. Cardionegaly (X-ray):
7. Pul nonary Ral es:

8. Current Snoker:
9. Creatinine:

10. Henogl obi n: NS
11. Serum Al bunmin: NS
12. Active Endocarditis:
13. Resting ST Depression:

NS ng/dl
g/ di
g/ dl

Functi onal Status:

PTCl :

Prior M:

Prior Heart Surgery:

Peri pheral Vascul ar Di sease:
Cerebral Vascul ar Di sease:
Angi na (use CCS O ass):
CHF (use NYHA C ass):
Current Diuretic Use:
Current Digoxin Use:

IV NTG within 48 Hours:
Preop Use of | ABP:
Hypertension (Y/N):

Select Clinical Information to Edit: A
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HONEYCUTT, B. J. (321-98-4352) Case #60183
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

Patient's Height: 76

Patient's Wight: 210

Di abetes: O ORAL

History of COPD (Y/N): Y VYES

FEV1 : NS

Cardi omegal y on Chest X-Ray (Y/N): Y YES

Pul monary Rales (Y/N): Y YES

Current Snoker: NEVER NEVER A SMOKER

Preoperative Serum Creatinine (ng/dl): NS// 1.2

Dat e Preoperative Serum Creatinine was Perforned: 6/6/97
Preoperative Henpglobin (g/dl): NS

Dat e Preoperative Henogl obi n was Perforned: <RET>
Preoperative Serum Al bumin (g/dl): 3.8

Dat e Preoperative Serum Al bumi n was Perforned: 6/6/97
Active Endocarditis (Y N): N NO

Resting ST Depression (Y N: N NO

Functional Health Status: | NDEPENDENT

PTCA: 1 NONE RECENT

Prior Myocardial Infarction: 1 LESS THAN OR EQUAL TO 7 DAYS PRI OR TO SURGERY
Prior Heart Surgery (Y N: Y YES

Peripheral Vascul ar Disease (Y/N: Y VYES

Cerebral Vascular Disease (Y N): N NO

Angi na (use CCS Functional Class): |V CLASS IV
Congestive Heart Failure (use NYHA Functional Cass): Il SLIGHT LI M TATI ON
Current Diuretic Use (Y/N: Y VYES

Current Digoxin Use (YYN: N NO

I'V NTG within 48 Hours Preceding Surgery (Y N: Y YES
Preoperative use of 1ABP (Y/N): N NO

Hi story of Hypertension (Y/N): N NO

HONEYCUTT, B. J. (321-98-4352) Case #60183 PAGE: 1
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

1. Height: 76 in 14. Functional Status: | NDEPENDENT
2. Wight: 210 Ib 15. PTCA: NONE RECENT
3. Diabetes: ORAL 16. Prior M: < OR = 7 DAYS
4. COPD: YES 17. Prior Heart Surgery: YES
5. FEVI1: NS 18. Peripheral Vascul ar Di sease: YES
6. Cardionegaly (X-ray): YES 19. Cerebral Vascul ar D sease: NO
7. Pul nonary Ral es: YES 20. Angina (use CCS C ass): IV
8. Current Snoker: NEVER A SMOKER 21. CHF (use NYHA d ass): Il
9. Creatinine: 1.2 ng/dl 22. Current Diuretic Use: YES
10. Henogl obi n: NS  ng/dl 23. Current Digoxin Use: NO
11. Serum Al buni n: 3.8 g/dl 24. |V NTGwithin 48 Hours: YES
12. Active Endocarditis: NO 25. Preop Use of | ABP: NO
13. Resting ST Depression: NO 26. Hi story of Hypertension (Y/N): NO

Select Cinical Information to Edit: <RET>
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2.2 Enter Cardiac Catheterization & Angiographic Data

This sub-option is used to enter or edit cardiac catheterization and angiographic information for a
cardiac risk assessment. The computer will present one page. At the bottom of the pageisa
prompt to select one or more items to edit. If it is not necessary to edit any items on the page,
press the Return key to proceed to another option.

About the “ Select Cardiac Catheterization and Angiographic Information to Edit” prompt

At this prompt, enter the item number to edit. Enter A, for All, to respond to every item on the
page, or enter arange of numbers separated by a colon (:) to respond to arange of items.

After the information has been entered or edited, the terminal display screen will clear and
present a summary. The summary organizes the information entered and provides another
opportunity to enter or edit data.

Example: Enter Cardiac Catheterization & Angiographic Data

Sel ect Cardi ac Ri sk Assessment Information (Enter/Edit) Option: CATH Enter Cardiac
Cat heterizati on & Angi ographi ¢ Dat a

HONEYCUTT, B. J. (321-98-4352) Case #60183 PAGE: 1
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

LVEDP:

Aortic Systolic Pressure:
*PA Systolic Pressure:
*PAW Mean Pressure:

O E

Left Main Stenosis:

LAD St enosi s:

Ri ght Coronary Stenosis:
Circunflex Stenosis:

BN

9. LV Contraction Grade (from contrast
or radionuclide angi ogram or 2D echo):

10. Mtral Regurgitation:

Sel ect Cardiac Catheterization and Angiographic Information to Edit: A
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HONEYCUTT, B. J. (321-98-4352) Case #60183
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

Left Ventricular End-Diastolic Pressure: 56

Aortic Systolic Pressure: 120

PA Systolic Pressure: 30

PAW Mean Pressure: 15

Left Main Stenosis: 65

Left Anterior Descending (LAD) Stenosis: 50

Ri ght Coronary Artery Stenosis: 40

Gircunflex Coronary Artery Stenosis: 30

LV Contraction Gade: 11 Il 0.45-0.54 M LD DYSFUNC.

Mtral Regurgitation: ?
Enter the code describing presence/severity of mitral regurgitation.
CHOOSE FROM

NONE

M LD

MODERATE

SEVERE

NO STUDY

Mtral Regurgitation: 2 MODERATE

%O\)I\)HO

HONEYCUTT, B. J. (321-98-4352) Case #60183 PAGE: 1
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

1. LVEDP: 56 mm Hg
2. Aortic Systolic Pressure: 120 nm Hg
3. *PA Systolic Pressure: 30 mm Hg
4. *PAW Mean Pressure: 15 mm Hg
5. Left Main Stenosis: 65%
6. LAD Stenosis: 50%
7. Right Coronary Stenosis: 40%
8. Circunflex Stenosis: 30%
9. LV Contraction Grade (from contrast
or radionuclide angi ogramor 2D echo): Il 0.45-0.54 M LD DYSFUNCTI ON
10. Mtral Regurgitation: MODERATE

Sel ect Cardiac Catheterization and Angi ographic Information to Edit:<RET>

October 2000 Surgery V. 3.0 User Manua 455
SR*3*95



2.3 Operative Risk Summary Data (Enter/Edit)

This sub-option is used to enter or edit operative risk summary data for a cardiac risk assessment.
This option records the physician’s subjective estimate of operative mortality. To avoid bias, this
should be completed preoperatively. The computer will present one page. At the bottom of the
page is a prompt to select one or more items to edit. If it is not necessary to edit any of the items,
press the Return key to proceed to another option.

About the “ Select Operative Risk Summary Information to Edit” prompt
At this prompt, enter the item number to edit. Enter A, for All, to respond to every item on the
page, or enter arange of numbers separated by a colon (:) to respond to arange of items.

Example: Operative Risk Summary Data

Sel ect Cardiac Risk Assessnment Information (Enter/Edit) Qption: OP Operative Risk
Summary Data (Enter/Edit)

HONEYCUTT, B. J. (321-98-4352) Case #60183 PAGE: 1
JUN 18, 1997 CORONARY ARTERY BYPASS (133510)

1. Physician's Preoperative Estimate of Operative Mrtality:

2. ASA O assification:

3. Surgical Priority:

4. Qperative Death: NO

5. Date/ Time Operation Began: JUN 18, 1997 08: 45

6. Date/ Tinme Operation Ended: JUN 18, 1997 14:25

7. Principle CPT Code: 33510

8. Ot her Procedures CPT Code: ***| NFORMATI ON ENTERED* * *

9. Preoperative Risk Factors: [Thisfieldisused to further explain any preoperative risk factors that

cannot be answered above. The maximum length of thisfield is 130 characters.]
10. Cardiac Surgery to Non-VA facility: NO

Sel ect Operative Risk Sunmary Information to Edit: 1:3
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HONEYCUTT, B. J. (321-98-4352) Case #60183
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

Physician's Preoperative Estimte of Operative Mrtality: 32
Dat e/ Ti ne of Estinmate of Operative Mrtality: JUN 17,1997@8: 15
/] <RET>

ASA Cass: 3 3-SEVERE DI STURB.

Cardiac Surgical Priority: ?
Enter the surgical priority that nobst accurately reflects the acuity of
patient's cardiovascular condition at the time of transport to the
operating room
CHOOSE FROM

ELECTI VE

URGENT

EMERGENT ( ONGO NG | SCHEM A)

EMERGENT ( HEMODYNAM C COVPROM SE)

EMERGENT ( ARREST W TH CPR)

Cardiac Surgical Priority: 3 EMERGENT (ONGO NG | SCHEM A)

Dat e/ Ti me of Cardiac Surgical Priority: JUN 17,1997@3: 29

/] <RET>

abhwWNBRE

HONEYCUTT, B. J. (321-98-4352) Case #60183 PAGE: 1
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

1. Physician's Preoperative Estimte of Operative Mrtality: 32%
A. Date/ Tine Collected: JUN 17,1997 18: 15

ASA Cl assification: 3. SEVERE DI STURBANCE

Surgical Priority: EMERGENT ( ONGO NG | SCHEM A)
A. Date/Tinme Coll ected: JUN 17, 1997 09: 46

Qper ative Deat h: NO

Dat e/ Ti me Operation Began: JUN 18, 1997 08: 45

Dat e/ Ti me Operation Ended: JUN 18, 1997 14:25

Princi pl e CPT Code: 33510

O her Procedures CPT Code: ***| NFORMATI ON ENTERED* * *

Preoperative Ri sk Factors:

Cardiac Surgery to Non-VA facility: NO

w N

PEOHIPEHH

Sel ect Operative R sk Summary Information to Edit:<RET>
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2.4 Cardiac Procedures Requiring CPB (Enter/Edit)

This sub-option is used to enter or edit information related to cardiac procedures requiring
cardiopulmonary bypass (CPB). The computer will present one page. At the bottom of the page
isaprompt to select one or more items to edit. If it is not necessary to edit any items on the page,
press the Return key to proceed to another option.

About the “ Select Operative Information to Edit” prompt

At this prompt, enter the item number to edit. Enter A, for All, to respond to every item on the
page, or enter arange of numbers separated by a colon (:) to respond to arange of items.
Number-letter combinations, such as 16B, can be used to update a field within a group, such as
VSD Repair.

Responding No at the category level will cause each item under that category to be answered No.
On the other hand, responding Y es at the category level will allow aYesor No to be entered for
each item under that category.

After the information has been entered or edited, the terminal display screen will clear and
present a summary. The summary organizes the information entered and provides another
opportunity to enter or edit data.

Example: Enter Cardiac Procedures Requiring CPB

Sel ect Cardi ac Ri sk Assessment Information (Enter/Edit) Option: CARD Cardiac
Procedures Requiring CPB (Enter/Edit)

HONEYCUTT, B.J. (321-98-4352) Case #60183 PACE: 1
JUN 18,1997 CORONARY ARTERY BYPASS (33510)
CABG Di stal Anast onpses 14. Cardi ac Transpl ant:

1. Number with Vein: 15. El ectrophysi ol ogi ¢ Procedure:

2. Nunber with | MA: 16. M sc. Cardiac Procedures:

3. Nunber with Radial Artery: A. ASD Repair:

4. Nunmber with Qther Artery: B. VSD Repair:

5. Nunber with O her Conduit: C. Myxoma Resecti on:

D. Foreign Body Renoval :

6. Aortic Val ve Repl acenent: E. Myectony for |HSS:

7. Mtral Valve Replacenent: F. Pericardiectony:

8. Tricuspid Val ve Repl acenent: G O her Tunor Resection:

9. Valve Repair: H. O her Procedure(s):
10. LV Aneurysnectony: 17. Mnimally Invasive Procedure:
11. G eat Vessel Repair (Req CPB): 18. Batista Procedure:
12. Total Ischem c Tine: 19. Incision Type:
13. Total CPB Ti ne: 20. Convert Of Punp to CPB: NO STUDY/ UN
Sel ect Operative Information to Edit: A
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HONEYCUTT, B. J. (321-98-4352)

Case #60183

JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

CABG Di stal Anastonpses with Vein: 1
CABG Di stal Anastonpbses with IMAI 1

CABG Di stal Anastonpbses with Radial Artery: O

CABG Di stal Anastonpses with Gther Artery: O

CABG Di stal Anastonpses with G her Conduit: 0
Aortic Valve Replacement (Y/N): Y YES

Mtral Valve Replacenment (Y/N):

N NO

Tricuspi d Val ve Repl acement (Y/N): N NO

Val ve Repair (Y/N: Y YES
LV Aneurysnectony (Y/N): N NO

Geat Vessel Repair, requiring CPB (Y/N): Y YES

Total Ischemic Time (mnutes): O

Total CPB (Cardiopul maonary ByPass Tinme (minutes): 50

Cardiac Transplant (Y N: N NO

El ect r ophysi ol ogi ¢ Procedure (Y/N): N NO

M scel | aneous Cardi ac Procedures:

N NO

M nimal Iy Invasive Procedure Used: N NO

Batista Procedure Used (Y/N): N
I nci si on Type: FULL THORACOTOWY

NO

Convert O f Punmp to CPB: YES- PLANNED

HONEYCUTT, B. J. (321-98-4352)

Case #60183 PACE: 1

JUN 18, 1997 CORONARY ARTERY BI PASS (33510)

CABG Di st al Anast onpses

1. Nunber with Vein:

2. Nunmber with | MA:

3. Nunber with Radial Artery:
4. Nunmber with Gther Artery:
5. Nunber with O her Conduit:

6. Aortic Val ve Repl acenent:

7. Mtral Valve Replacenent:

8. Tricuspid Val ve Repl acenent:
9. Val ve Repair:

14. Cardi ac Transplant: NO
1 15. El ectrophysi ol ogi ¢ Procedure: NO
1 16. M sc. Cardiac Procedures: NO
0 A. ASD Repair: NO
0 B. VSD Repair: NO
0 Myxoma Resection: NO
For ei gn Body Renpval : NO
Y Myectonmy for |HSS: NO
Peri cardi ect omy: NO
O her Tunor Resection: NO
O her Procedure(s): NO

Im
w
OmMmoO

I

10. LV Aneurysnectony: NO 17. Mnimally Invasive Procedure: NO

11. Geat Vessel Repair (Req CPB): YES 18. Batista Procedure: NO

12. Total Ischem c Tine: 0 m nutes 19. Incision Type: FULL THORACOTOWY

13. Total CPB Ti ne: 50 mi nutes 20. Convert O f Punp to CPB: YES- PLANNED

Sel ect Operative Information to Edit: <RET>

October 2000

Surgery V. 3.0 User Manua 459
SR*3*95



2.5 Intraoperative Occurrences (Enter/Edit)

The nurse reviewer uses this option to enter or change information related to intraoperative
occurrences. Every occurrence entered must have a corresponding occurrence category. For alist
of occurrence categories, enter aquestion mark (?) at the “Enter a New Intraoperative
Occurrence” prompt.

After an occurrence category has been entered or edited, the terminal display screen will clear
and present a summary. The summary organizes the information entered and provides another
opportunity to enter or edit data.

Example: Enter an Intraoperative Occurrence

Sel ect Cardiac Risk Assessment Information (Enter/Edit) Qption: 1O Intraoperative
Cccurrences (Enter/Edit)

HONEYCUTT, B. J. (321- 98- 4352) Case #60183
JUN 18,1997 CORONARY ARTERY BYPASS (33510)

There are no Intraoperative Qccurrences entered for this case.

Enter a New Intraoperative Cccurrence: CARDI AC ARREST REQUI RI NG CPR

Any cardiac arrest requiring external or open cardiopul nobnary resuscitation (CPR) of
any duration occurring in the operating room |CU, ward, or out-of-hospital after the
chest has been conpletely closed and within 30 days followi ng surgery. Excl ude
intentional arrests during cardi ac surgery.

Press RETURN to continue: <RET>

HONEYCUTT, B. J. (321-98-4352) Case #60183
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

1. CQccurrence: CARDI AC ARREST REQUI RI NG CPR
2. Cccurrence Category: CARD AC ARREST REQUI RI NG CPR
3. 1 CD Diagnosis Code:

4. Treatnent |nstituted:

5. Qutcone to Date:

6. Qccurrence Comments:

Sel ect Cccurrence Information: 2:5

HONEYCUTT, B. J. (321-98-4352) Case #60183
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

Cccurrence Category: CARDI AC ARREST REQUI RI NG CPR
/1 <RET>

| CD Di agnosi s Code: 102.8 102.8 LATENT YAWS
...OK? YES//<RET> (YES)

Type of Treatment Instituted: CPR

Qutcorme to Date: | | MPROVED
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HONEYCUTT, B. J. (321-98-4352) Case #60183
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

Cccurrence: CARDI AC ARREST REQUI RI NG CPR
Cccurrence Category: CARDI AC ARREST REQUI RI NG CPR
I CD Di agnosi s Code: 102. 8

Treatnment Instituted: CPR

Qut cone to Date: | MPROVED

Cccurrence Conments:

Sel ect Cccurrence Information: <RET>
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2.6 Postoper ative Occur rences (Enter/Edit)

The nurse reviewer uses this option to enter or change information related to postoperative
occurrences. Every occurrence entered must have a corresponding occurrence category. For alist
of occurrence categories, enter a question mark (?) at the “Enter a New Postoperative
Occurrence” prompt.

After an occurrence category has been entered or edited, the terminal display screen will clear
and present a summary. The summary organizes the information entered and provides another
opportunity to enter or edit data.

Example: Enter a Postoperative Occurrence

Sel ect Cardiac Risk Assessnment Information (Enter/Edit) Qption: PO Postoperative
Cccurrences (Enter/Edit)

HONEYCUTT, B. J. (321-98-4352) Case #60183
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

There are no Postoperative Occurrences entered for this case.

Enter a New Postoperative COccurrence: CARDI AC ARREST REQUI RI NG CPR

Any cardiac arrest requiring external or open cardiopul monary resuscitation (CPR) of
any duration occurring in the operating room |CU ward, or out-of-hospital after the
chest has been conpletely closed and within 30 days followi ng surgery. Exclude
intentional arrests during cardi ac surgery.

Press RETURN to conti nue: <RET>

HONEYCUTT, B. J. (321-98-4352) Case #60183
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

1. Cccurrence: CARDI AC ARREST REQUI RI NG CPR
2. Cccurrence Category: CARDI AC ARREST REQUI RI NG CPR
3. 1 CD Diagnosis Code:

4. Treatnent |nstituted:

5. Qutcone to Date:

6. Date Noted:

7. Qccurrence Conments:

Sel ect Cccurrence Information: 4:6
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HONEYCUTT, B. J. (321-98-4352) Case #60183
JUN 18, 1997 CORONARY ARTERY BYPASS (33510)

Treatnment Instituted: CPR
Qutconme to Date: | | MPROVED

Dat e/ Ti me the Cccurrence was Noted: 6/19/97 (JUN 19, 1997)

HONEYCUTT, B. J. (321- 98- 4352) Case #60183
JUN 18,1997 CORONARY ARTERY BYPASS (33510)

1. Qccurrence: CARDI AC ARREST REQUI RI NG CPR
2. CQccurrence Category: CARDI AC ARREST REQUI RI NG CPR
3. 1CD Diagnosi s Code:

4. Treatnent Instituted: CPR

5. Qutcone to Date: | MPROVED

6. Date Noted: 06/ 19/ 97

7. COccurrence Conments:

Sel ect Cccurrence Information: <RET>
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2.7 Resour ce Data (Enter/Edit)

The nurse reviewer uses this option to enter, edit or review risk assessment cardiac patient
demographic information such as hospital admission, discharge dates and other information
related to this surgical episode.

Example: Resour ce Data (Enter/Edit)
Sel ect Cardiac Risk Assessment Information (Enter/Edit) Option: R Resource Data

DOE, PAUL (223- 33-4445) Case #49413
JUN 18, 1997 CABG X3 USI NG LSVG TO OVB, LV EXT. OF RCA, LI MA TO LAD (33518)

Enter/Edit Patient Resource Data

1. Capture Information from Pl M5 Records
2. Enter, Edit, or Review Information

Sel ect Number: (1-2): 1
Are you sure you want to retrieve information fromPIM records ? YES//<RET>
...HMW |' M WORKI NG AS FAST AS | CAN...

DOE, PAUL (223- 33-4445) Case #49413
JUN 18, 1997 CABG X3 USING LSVG TO OVB, LV EXT. OF RCA LI MA TO LAD (33518)

Enter/Edit Patient Resource Data

1. Capture Information from Pl M5 Records
2. Enter, Edit, or Review Infornation

Sel ect Nunmber: (1-2): 2

DOE, PAUL (223- 33-4445) Case #49413
JUN 18, 1997 CABG X3 USING LSVG TO OVB, LV EXT. OF RCA LI MA TO LAD (33518)

1. Hospital Adnmission Date: JUN 16, 1997@8: 00
2. Hospital Discharge Date: JUN 30, 1997@8: 00
3. Cardiac Catheterization Date: JUN 17, 1997

4. Time Patient In OR JUN 18, 1997@7: 30
5. Time Patient Qut OR JUN 18, 1997@4: 30
6. Date/ Tinme Patient Extubated:

7. Date/ Time Di scharged from | CU: JUN 19, 1997@: 30
8. Enpl oynent Status Preoperatively:

9. Resource Data Comrents:

Sel ect nunber of itemto edit: 8
Enpl oynent Status Preoperatively: EMPLOYED FULL TIME// NOT NOT EMPLOYED
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DOE, PAUL (223- 33-4445) Case #49413

JUN 18, 1997 CABG X3 USI NG LSVG TO OWVB, LV EXT. OF RCA, LI MA TO LAD (33518)

Hospital Admi ssion Date:
Hospi tal Di scharge Date:
Cardi ac Catheterization Date:
Tinme Patient In OR

Dat e/ Ti me Pati ent Extubated:
Dat e/ Ti ne Di scharged from | CU:.

JUN 16,
JUN 30,
JUN 17,
JUN 18,
JUN 18,

JUN 19,

Enpl oynment St atus Preoperatively: NOT EMPL

1
2
3
4,
5. Time Patient Qut OR
6
7
8
9

Resource Data Comments:

Sel ect nunber of itemto edit: <RET>
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2.8 Update Assessment Statusto ‘Complete

Use this option to upgrade the status of an assessment to “ Complete”. A complete assessment has
enough information for it to be transmitted to the centers where data are analyzed. Only complete
assessments are transmitted. After updating the status, the patient’s entire Surgery Risk
Assessment Report may be printed. This report can be copied to aterminal screen or to a printer.

Example: Update Assessment Statusto COMPLETE

Sel ect Cardiac Ri sk Assessnment Information (Enter/Edit) Option: U Update Assess
ment Status to ' COVPLETE'

Thi s assessnment is mssing the followi ng itens:

1. Batista Procedure Used
2. Mnimally Invasive Procedure Techni que Used Y/ N

Do you want to enter the missing items at this tinme? NO/ YES
BATI STA PROCEDURE USED (Y/N): N NO
M NIMALLY I NVASI VE PROC (Y/N): N NO
Are you sure you want to conplete this assessment ? NO/ YES

Updating the current status to ' COWLETE ...

Do you want to print the conpleted assessnment ? YES// NO
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3.0 Print a Surgery Risk Assessment

This option prints an entire Surgery Risk Assessment Report for an individual patient. This report
can be displayed temporarily on aterminal screen. Asthe report fills the terminal screen a
prompt to press the Return key to continue to the next page will appear. A permanent record can
be made by copying the report to a printer. When using a printer, the report is formatted slightly
differently from the way it appears on the terminal.

Example 1. Print Surgery Risk Assessment for a Non-Cardiac Case
Sel ect Surgery Risk Assessment Menu Option: P Print a Surgery Risk Assessnent

Do you want to batch print assessnments for a specific date range ? NO/ <RET>

Sel ect Patient: DI SNEY, WALT 05-07-23 321323214 NO NSC VET
ERAN

DI SNEY, WALT 321-32-3214
1. 06-23-98 CHOLEDOCHOTOMY ( TRANSM TTED)

2. 01-20-95 EXPLORATORY LAP, GRAM PATCH OF DUCDENAL ULCER ( TRANSM TTED)

Sel ect Surgical Case: 1

Print the Conpleted Assessment on which Device: [Select Print Device]
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VA NON- CARDI AC RI SK ASSESSMENT Assessnent: 112 PAGE 1

FOR DI SNEY, WALT 321- 32-3214 (TRANSM TTED 08/ 10/ 98)

Medi cal Center: |SC- Bl RM NGHAM AL

Age: 39 Qper ati on Date: JUN 23, 1998
Sex: MALE Race: WHI TE, NOT OF H SPANIC ORIG N
Transfer Status: NOT TRANSFERRED

Observation Adm ssion Date: JUN 23, 1998 08:10
Gobservation Di scharge Date: JUN 24,1998 07:00
Ooservation Treating Specialty: SURG CAL OBSERVATI ON
Hospi tal Adm ssion Date: JUN 24,1998 07:01

Hospi tal Di scharge Date: JUN 30, 1998 11:22

Adm tted/ Transferred to Surgical Service: JUN 24,1998 07:01

Di scharged/ Transferred to Chronic Care: JUN 30, 1998 11:22
In/Qut-Patient Status: | NPATI ENT

PREOPERATI VE | NFORVATI ON

GENERAL: NO HEPATCOBI LI ARY:
Di abetes Mellitus: NO Asci tes:
Current Snoker W1 1 Year: NO
Pack/ Year s: 0
ETCH > 2 Dri nks/ Day: NO CARDI AC:
Dyspnea: NO CHF Wthin 1 Mnth:
DNR St at us: NO
Functional Status: | NDEPENDENT RENAL :
Acute Renal Failure:
PUL MONARY: NO Currently on Dialysis:
Venti | at or Dependent: NO
Hi story of Severe COPD: NO
Current Pneunoni a: NO
CENTRAL NERVOUS SYSTEM NO NUTRI TI ONAL/ | MMUNE/ OTHER:
| npai red Sensorium NO Di sseni nated Cancer:
Cona: NO Open Wbund:
Hemi pl egi a: NO Steroid Use for Chronic Cond.:
H story of TIAs: NO Wi ght Loss > 10%
CVA/ Resi dual Neuro Deficit: NO Bl eedi ng Di sorders:
CVA/ No Neuro Deficit: NO Transfusion > 4 RBC Units:
Tumor | nvol ving CNS: NO Chenot herapy W1 30 Days:

Radi ot herapy W1 90 Days:
Preoperative Sepsis:

OPERATI ON DATE/ Tl MES | NFORVATI ON

Date/ Time Patient in OR JUN 23,1998 06:00

Dat e/ Ti me Operation Began: JUN 23,1998 06: 15

Dat e/ Ti ne Operation Ended: JUN 23,1998 07:05

Date/ Time Patient Qut of OR JUN 23,1998 07:15
Anesthesia Care Start Date/Tinme: JUN 23,1998 06:02
Anest hesia Care End Date/ Ti ne: JUN 23,1998 07:15
PACU Di scharge Date/ Tine: JUN 23,1998 07: 30
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VA NON- CARDI AC RI SK ASSESSMENT Assessnent: 112 PAGE 2
FOR DI SNEY, WALT 321- 32-3214 (TRANSM TTED 08/ 10/ 98)

OPERATI VE | NFORMATI ON
Surgi cal Specialty: GENERAL(OR WHEN NOT DEFI NED BELOW

Princi pal Operation: CHOLEDOCHOTOWY
Princi pal CPT Code: 47425

Concurrent Procedure:
CPT Code:
PGY of Primary Surgeon: 0
Emer gency Case (Y/N): NO
Maj or or M nor: MAJOR
Wound C assification: CLEAN CONTAM NATED
ASA Cl assification: 2. M LD D STURBANCE
Anest hesi a Techni que: GENERAL
Ai rway Traunma: NOT ENTERED
Airway | ndex: NOT ENTERED
RBC Units Transfused: 0

PREOPERATI VE LABORATCRY TEST RESULTS

Serum Sodi um 145 (JUN 22, 1998)
Serum Creatinine: 1.1 (JUN 22, 1998)
BUN. 22 (JUN 22, 1998)

Serum Al bunmin: 3.5 (JUN 22, 1998)
Total Bilirubin: .7 (JUN 22, 1998)
SGOT: 22 (JUN 22, 1998)

Al kal i ne Phosphat ase: 66 (JUN 22, 1998)
White Blood Count: 9.1 (JUN 22, 1998)
Hematocrit: 39.4 (JUN 22, 1998)

Pl atel et Count: 278 (JUN 22, 1998)
PTT: 27.4 (JUN 22, 1998)

PT: 11.9 (JUN 22, 1998)

POSTOPERATI VE LABORATORY RESULTS

H ghest Val ue
** Lowest Val ue

* Serum Sodi um 148 (JUN 28, 1998)
** Serum Sodi um 139 (JUN 25, 1998)
* Potassium 4.8 (JUN 28, 1998)
** Potassium 3.7 (JUN 25, 1998)
* Serum Creatinine: 1.3 (JUN 25, 1998)
* CPK: NS
* CPK-MB Band: NS
* Total Bilirubin: .9 (JUN 26, 1998)
* White Blood Count: 13.8 (JUN 24, 1998)
** Hematocrit: 36.2 (JUN 29, 1998)
* Troponin |I: NS
* Troponin T: NS
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VA NON- CARDI AC RI SK ASSESSMENT Assessment: 112 PACGE 3
FOR DI SNEY, WALT 321-32-3214 (TRANSM TTED 08/ 10/ 98)
QUTCOVE | NFORVATI ON
Post operative Di agnosis Code (I1CD9): 550.92 BILAT | NGU NAL HERNI A
Lengt h of Postoperative Hospital Stay: 7 DAYS
Dat e of Deat h:
Return to OR Wthin 30 Days: NO
PERI OPERATI VE OCCURRENCE | NFORVATI ON
WOUND OCCURRENCES: YES CNS OCCURRENCES: NO
Superficial Infection: 06/ 25/ 98 St r oke/ CVA: NO
Deep Wound I nfection: NO Coma > 24 Hours: NO
Wound Di sruption: NO Peri pheral Nerve Injury: NO
URI NARY TRACT OCCURRENCES: NO CARDI AC OCCURRENCES: YES
Renal I nsufficiency: NO Arrest Requiring CPR NO
Acute Renal Failure: NO Myocardi al Infarction: NO
Urinary Tract Infection: NO * 427.89 CARDI AC DYSRHYTHM 06/ 23/ 98
RESPI RATORY OCCURRENCES: NO OTHER OCCURRENCES: NO
Pneunoni a: NO Il eus/ Bowel Qbstruction: NO
Unpl anned | ntubati on: NO Bl eedi ng/ Tr ansf usi ons: NO
Pul monary Enbolism NO Graft/ Prosthesis/Flap Fail ure: NO
On Ventilator > 48 Hours: NO DVT/ Thr ombophl ebi ti s: NO
System ¢ Sepsi s: NO

* indicates Qher (I1CD9)

Example2: Print Surgery Risk Assessment for a Cardiac Case

Sel ect Surgery Risk Assessment Menu Option: P Print a Surgery Risk Assessnent

Do you want to batch print assessments for a specific date range ? NO'/

Sel ect Patient: R9922 Rl PROCK, DASH 03-03-34 234189922
VETERAN

Rl PROCK, DASH 234-18-9922
1. 08-01-97 * CABG X3 (1A 2V), ARTERI AL GRAFTI NG ( TRANSM TTED)
2. 03-27-97 I NGUI NAL HERNI A ( TRANSM TTED)

3. 07-03-95 PULMONARY LOBECTOMY ( TRANSM TTED)

Sel ect Surgical Case: Select Surgical Case: 1

Print the Conpleted Assessment on which Device: [Select Print Device]
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VA CARDI AC SURGERY RI

Pati ent: RIPROCK, DASH 234-18-9922
Assessnent Nunber: 28428

Cardi ac Surgery Contracted to Non-VA Faci
I. CLI NI CAL DATA

Gender : MALE

Age: 63

Hei ght : 68 in

Wi ght : 95 kg

Di abet es: NO

COPD: YES

FEV1: 1.5 liters
Cardionegaly (X-ray): NO

Pul monary Ral es: NO

Current Snoker: NEVER A SMOXKER

Creatini ne: 1 ng/dl
Henogl obi n: 15.3 g/ dl
Serum Al bumi n: NO g/L
Active Endocarditis: NO

SK ASSESSMENT PROGRAM

Surgery Date: 08/01/97
Hospi tal Number: 521
lity: NO

Resting ST Depression: NO
Functional Status: | NDEPENDENT
PTC : NONE RECENT
Prior M: NONE
Prior Heart Surgery:

Peri pheral Vascul ar Di sease:
Cerebral Vascul ar Di sease:

Angi na (use CCS d ass):

CHF (use NYHA d ass):

Current Diuretic Use:

Current Digoxin Use:

IV NTG 48 Hours Precedi ng Surgery:
Preop Use of | ABP:

Hypertensi on:

66666--56566

I'l. CARDI AC CATHETERI ZATI ON AND ANG OGRAPHI C DATA

Cardi ac Catheterization Date: 07/24/97
LVEDP: 12 mm Hg
Aortic Systolic Pressure: 100 mm Hg
*PA Systolic Pressure: NS mm Hg
*PAW Mean Pressure: NS mm Hg
Mtral Regurgitation: NONE

LV Contraction Gade (fromcontrast o

G ade Ej ection Fraction Range
Il 0.45-0.54

I'1l. OPERATI VE Rl SK SUMVARY DATA (

Physician's Preoperative (

Estinmate of Operative Mrtality: 5

ASA d assification:

Surgical Priority: ELECTI
Princi pal CPT Code: 33518

Ot her Procedures CPT Codes: 33533-8
Preoperative Ri sk Factors:

1'V. OPERATI VE DATA
I nci sion Type: FULL THORACOTOMY
A. Cardiac Procedures Requiring Cardio
CABG Di stal Anastonoses
Nurmber with Vein: 2
Nurmber with | MA: 1
Nunber with Radial Artery: O
Nunber with Gther Artery: O
Nurmber with Qther Conduit: O
Aortic Valve Repl acenent:
Mtral Valve Repl acenent:
Tricuspid Val ve Repl acenent:
Val ve Repair:
LV Aneurysmect ony:
Geat Vessel Repair (Req CPB):
Total Ischemic Time (mnutes):
Total CPB Time (mnutes):

B. Operative Death: NO

October 2000
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Left Main Stenosis: 40%
LAD Stenosi s: 80%
Ri ght Coronary Stenosis: 90%
Crcunfl ex Stenosis: 0%

r radionuclide angi ogram or 2D Echo):
Definition
M LD DYSFUNCTI ON

Operation Began: 08/01/97 11:05)

Operation Ended: 08/01/97 16:50)
% (08/07/00 06:51)

4- LI FE THREAT

VE (07/31/97 08: 37)

2

pul nonary Bypass

Cardi ac Transpl ant:

El ect r ophysi ol ogi ¢ Procedure:
M sc. Cardi ac Procedures
ASD Repair:

VSD Repair:

Myxoma Resecti on:

Forei gn Body Renoval :
Myectony for |HSS:

Peri car di ect ony:

O her Tunor Resection:

M ninally Invasive Procedure: NO
Bati sta Procedure:
G her Procedure(s):

66666656 66

G
G

Dat e of Death:
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RI PROCK, DASH 234-18-9922

C. Perioperative (30 day) CQccurrences
Peri operative M: YES Reoperation for Bl eeding: NO
Endocarditis: NO On Ventilator > or = 48 Hours: NO
Renal Failure Requiring Dialysis: NO Repeat Cardiopul nonary Bypass: NO
Low Cardiac Qutput > or = 6 Hours: NO Coma > or = 24 Hours: NO
Medi astinitis: NO Stroke/ CVA: NO
Cardiac Arrest Requiring CPR NO Trachest ony: YES

Mechani cal Circul atory Support: YES
V. RESOURCE DATA

Time Patient In OR 08/ 01/97 10: 20
Time Patient Qut OR 08/01/97 16:58
Hospi tal Adni ssion Date: 07/ 31/ 97 09:59
Hospi tal D scharge Date: 08/09/97 15:08

Date and Tine Patient Extubated: 07/03/00 13:31
Date and Tine Patient D scharged fromICU 01/27/00 10: 00
Resource Data Conments:

VI . Soci oecononic Data
Enpl oynent Status Preoperatively: NOT EMPLOYED

*** End of report for RI PROCK, DASH 234-18-9922 assessnent #28428 ***
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6.0 Print 30 Day Follow-up Letters

The Surgical Clinical Nurse Reviewer uses this option to automatically print aletter, or abatch
of letters, addressed to a specific patient or patients.

About the “ Do you want to print the letter for a specific assessment?” prompt

Respond Y es to this prompt in order to print afollow-up letter for asingle assessment. The
computer will ask you to select the patient and case for which the letter will be printed. See
Example 1 below.

Respond No to this prompt if you wish to print a batch of follow-up letters for surgical cases
within a date range. The computer will ask for the beginning and ending dates of the date range
for which the letters will be printed. See Example 2 on the following pages.

Example 1. Print a Single Follow-up L etter

Sel ect Surgery Risk Assessment Menu Option: FE Print 30 Day Followup Letters
Do you want to edit the text of the letter? NO/ <RET>

Do you want to print the letter for a specific assessnent ? VYES// <RET>
Sel ect Patient: HONEYCUTT, B. J. 03-03- 30 321984352 SC VETERAN

HONEYCUTT, B.J. 321-98-4352
1. 06-18-97 CORONARY ARTERY BYPASS (| NCOVPLETE)

2. 01-25-97 PULMONARY LOBECTOWY ( TRANSM TTED)

Sel ect Surgical Case: 1

Print 30 Day Letters on which Device: [Select Print Device]

October 2000 Surgery V. 3.0 User Manual 487
SR*3*95



	2.0 Cardiac Risk Assessment Information (Enter/Edit)
	How to Create a New Risk Assessment
	2.1 Clinical Information (Enter/Edit)
	Enter Cardiac Catheterization & Angiographic Data
	Operative Risk Summary Data (Enter/Edit)
	Cardiac Procedures Requiring CPB (Enter/Edit)
	2.5 Intraoperative Occurrences (Enter/Edit) option
	2.6 Postoperative Occurrences (Enter/Edit)
	2.7 Resource Data (Enter/Edit)
	2.8 Update Assessment Status to ‘Complete’

	3.0 Print a Surgery Risk Assessment � XE  "Print a Surgery Risk Assessment option" \b
	6.0 Print 30 Day Follow-up Letters

